Objective-To measure the extent of use of, and perioperative mortality from, oesophagectomy for carcinoma of the oesophagus, and to examine the association between oesophagectomy and long term survival. 
Introduction
Measuring the outcome of health care interventions routinely is recognised as an important yet infrequently performed activity in the NHS.' Reviewing the effectiveness of treatment for uncommon conditions poses particular problems because of the small numbers of cases seen at any one hospital and the lack of representativeness of reports from individual centres. The aim of evaluation should be to take into account all of the patients at risk in a defined population.
Oesophageal carcinoma causes about 5000 deaths a year in England and Wales,2 and treatment is undertaken at both district hospitals and more specialised units. In the past oesophagectomy was difficult to justify, at least for squamous cell carcinoma, in view of the perioperative mortality rate of 30%. Selection for oesophagectomy and postoperative outcome hospitals where oesophagectomy was performed most frequently achieved lower perioperative mortality rates (table 2) . Additional analyses showed that treatment at a teaching hospital was not significantly associated with perioperative mortality. Survival rates from diagnosis were extremely low, both for patients treated by oesophagectomy and for those treated conservatively (table 3) . Selection for oesophagectomy was associated with a slightly better prognosis. Additional analyses showed that this association was not accounted for by using the available information to adjust for age, sex, and tumour site, stage and morphology (table  4) . However, the high proportion of "not known" or "unclassified" values for each of the explanatory variables, the unexpectedly high proportion of patients whose disease was classified as "confined to the organ of origin," and the very low survival for patients treated without oesophagectomy must be considered in interpreting this finding.
Discussion
These analyses provide an illustration of the potential value of cancer registrations in evaluating routine health care. In another study we found that those items of data which can be easily abstracted from medical records were reliably recorded at the Thames Cancer Registry (unpublished observations). Nevertheless, several potential biases in the present data must be acknowledged. The recording of tumour stage in clinical records is often inadequate,'4 and this was reflected in the low validity of this item in the cancer registry records. In the present data in an unusually high proportion of cases patients were reported to have disease confined to the organ of origin. This finding was probably explained by the limited documentation of tumour spread in the clinical setting. Similarly, the high proportion of "not known" or "unclassified" values for tumour stage, site, and morphology must be noted. The high proportion of misclassified values for these variables means that the results of multiple regression analyses must be viewed with caution, adjustment for confounding was probably incomplete or biased. The exceptionally short survival of patients treated without operation is also notable and this might be explained in terms of lead time bias.
Thus patients presenting earlier in the course of the disease might be considered more suitable candidates for surgical treatment.
Recent discussion of the use of oesophagectomy has emphasised the uncertainty which surrounds the appropriate use of this procedure.8'0 These data show that there was systematic variation in the use of the operation, which was partly explained by the prognostic characteristics of the patients. Thus older patients, those with tumours in the upper two thirds of the oesophagus, or those with evidence of spread were less likely to be selected for operation. In this sense oesophagectomy was used appropriately because these prognostic characteristics were also associated with an increased risk of perioperative death. Even after allowing for these variables there was systematic variation in use of the operation according to place of residence. These data did not allow a complete examination of the nature of judgements used in selecting patients for surgery. Clinicians may have used other information about prognostic characteristics of patients or the effectiveness of local surgical services before making decisions concerning the use of surgery. However, variation in the rate of use of the operation according to district of residence requires explanation.'5 A systematic examination of the clinical judgements used in selecting patients for surgery seems to be required, but such an examination is unlikely to be informative unless carried out at multidistrict or regional level.
In 
